Five active athletes with acute medial elbow rupture were treated with muscle-ligamentous repair and a spiked washer. All patients regained full strength as well as stability of the elbow, and resumed previous sporting activities within 3 months of surgery. Early surgical repair of the ligament and flexor mass should be considered for active athletes who exhibit gross instability of the elbow on a valgus stress test without anaesthesia.
Most authors agree that acute isolated rupture of the medial collateral ligament of the elbow, with or without dislocation of the elbow, is well treated by a short period of immobilization'-4. However, when there is proven gross instability of the elbow following extensive rupture of the medial soft tissues, the elbow must be immobilized for 3 
Materials and methods
Four of the patients were men and one a woman; ranging in age from 17-29. The four men injured their elbows by a fall onto the extremity during a motorcross race. The woman received valgus stress to the elbow by a direct blow while playing volleyball. Three of the injuries were associated with lateral dislocation of the elbow, which was reduced by help from a friend, and two had no associated injuries.
Three cases involved the left elbow and two the right elbow. All were seen at our clinic within 24 h of injury. Clinical examination of each patient showed generalized swelling with ecchymosis on the medial side of the elbow and gross medial instability without anaesthesia ( Figure 1 .) Signs of ulnar nerve irritation were observed in three patients. Plain radiographs showed a small avulsion fracture of the medial epicondyle in one patient. Unanaesthetized valgus stress radiographs showed significant medial instability in all patients ( Figure 2 ).
The operation was done within 3 days of injury in all patients. Through a medial approach, the ulnar nerve was identified and preserved. In each patient, the flexor muscles and ulnar collateral ligament were torn from the medial epicondyle, and the joint capsule was also torn at the antero-medial side of the elbow (Figure 3 ). The medial elbow joint was inspected, and debridement of the joint was carried out. The torn capsule was repaired by interrupted sutures. The torn flexor muscle origin and ulnar collateral ligament were reattached to the medial Figure 4) . A Penrose drain was placed in the joint, which was removed 3 days postoperatively. The elbows were placed in a long posterior splint for one week, after which the patients started unprotected movement of the elbow joint. All patients regained full strength as well as stability of the elbow, and returned to their previous sports activities within 3 months of surgery ( Figure 5 ). The minimum followup period was one year, with an average of 16 months. All patients had normal range of motion of the elbow with no pain and did well at their previous competitive sports. Radiographs revealed no myositis ossificans or degenerative joint changes ( Figure 6) Stability of the elbow joint varies according to the degree of injury to the medial collateral ligaments, capsule and flexor mass. Isolated rupture of the medial collateral ligament is usually stable when the patient is examined without anaesthesia due to resistance of the intact flexor muscle mass. When this injury is associated with extensive rupture of the flexor muscle, the elbow demonstrates gross instability to valgus stress even without anaesthesia. The authors thus consider muscle-ligament repair to be indicated when unanaesthetized patients exhibit gross instability of the elbow on a valgus stress test.
There are many suture techniques for repair of torn ligaments. Torn ligaments and the flexor mass at the elbow are usually reinserted by direct suture, transosseous suture or a small staple. We prefer a spiked washer since it provides firmer attachment compared to other techniques.
Early surgical repair of ligaments and the flexor mass provides many advantages: (1) firm muscleligamentous repair using a spiked washer and screw can allow early motion of the elbow and early return to vigorous sports activities; (2) drainage for intraarticular haematoma can reduce pain in the joint and the potential for intra-articular adhesions; (3) the articular surface of the elbow and ulnar nerve, often involved in this injury, can be directly visualized and adequately managed if damaged.
